Sexually active women have only recently had the ability to make a conscious decision to delay or refrain from bearing children. This is not only the result ofthe availability ofeffective contraceptive methods but also due to attitudinal changes in society and individuals. These reproductive choices may result, for some women, in conflict over the use ofcontraceptives, and the decision or timing of pregnancy. However, infertility imposed by nature in the form of inability to conceive, miscarriage or stillbirth removes the woman's sense ofcontrol over this important aspect ofher life andfrequently results in severe distress. The psychological issues surrounding these reproductive choices and events are reviewed and discussed.
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females, but only after child labour laws were passed and infant mortality rates decreased did family limitation achieve social acceptability (2) . In addition, various groups in society have tried to prevent the widespread use of contraception and abortion from their beginnings until the present time. In 1873, the Comstock laws were passed in the United States to prevent the spread of contraceptive information (2) . Although the 1930 "Trojan condom case" amendment to the law allowed American doctors to prescribe contraceptives (2) . It was not until 1969 that it became legal for Canadian physicians to do so (3) . Contraceptive information and devices are now widely available within Canada, but the availability of abortion as a backup has, until 1988, been limited by the Criminal Code and has been inaccessible in some parts of the country.
In spite of the availability of contraceptives, large numbers of unwanted pregnancies continue to occur, particularly in teenagers. Although many adolescents continue to have inadequate information and access to contraceptives, to some, their use implies an unacceptable acknowledgement of and responsibility for sexuality (4) . Impulsiveness, difficulty in planning for the future, hostility toward adults and denial of the personal consequences of intercourse are commonly found in pregnant teenagers. Some adolescents become pregnant in the hope that they will feel less empty and isolated, more feminine or feel loved by their boyfriend or the baby. Teenage pregnancy is a major public health problem known to cause a host of adverse medical, psychological, social and economic sequelae for the mother and child (1, 4) .
Many adult women also have trouble effectively using contraception, often due to intrapsychic or marital conflict, or social pressure to conceive. In clinical practice ambivalence about pregnancy appears to be ubiquitous, and conscious and unconscious factors frequently are at play in the woman who has a pregnancy resulting from noncompliant contraceptive use. Marital, family, and cultural pressures for pregnancy vary between generations and cultures. Serious difficulties often result when marital partners do not agree on the wish for or timing of a pregnancy. Some of the reasons why women fail to use contraception effectively relate to different desires: sex for pleasure or sex for procreation; the desire to be pregnant or the wish for a child; and the wish for a child or the desire to rear one (1). One cannot assume that a woman who does not want a child will be well motivated to use contraception, as some women feel the need to reassure themselves about their femininity and fertility by conceiving (1) . Clearly, the desire for a pregnancy is not necessarily synonymous with the desire for a child.
Postponed Parenthood
The decision to delay childbearing through effective contraceptive use, may be related to time-consuming higher education, career development, later age of marriage, greater independence, less traditional attitudes to women's roles, or ambivalence about pregnancy or parenting. Delayed childbearing is a growing phenomenon in our society as shown by the fact that between 1975 and 1980 there was a 94% increase in women over the age of 30 giving birth to their first child (5) . These couples are, for the most part, well educated, middle class and work oriented. Some of them delayed having children for several years while they improved their personal life style (6) . Others waited until they found the right mate, felt emotionally ready or found a suitable time in their career (5, 6) . Sometimes the decision to eventually become pregnant is made out of concern for the woman's biological time clock with the knowledge that "it's now or never." Medical problems such as reduced fertility, increased pregnancy and delivery complications, and increased rates of genetic abnormalities have deterred some couples from delayed childbearing (6) , but improvements and innovations in obstetrical practice have reduced these risks to an acceptable level for many. Amniocentesis and chorionic villus sampling and ultrasound, in particular, have given older parents-to-be reassurance about the health of their future child.
Once the decision is made, most older couples tend to approach pregnancy and parenthood with enthusiasm. Psychological difficulties related to change of established identities and roles have been anticipated, but a recent study shows that couples who delay parenthood appear as a group to cope with the challenges and changes of pregnancy and parenthood adaptively (5, 7) . Older women have been found to have fewer physical complaints throughout pregnancy than a comparable group of younger pregnant women (5) . Following delivery, the older women tended to return to work within the first year more often than did younger women, despite equal numbers from each group having had careers before conception (7) . At one year post-partum the older women were found to be more satisfied within their life situation and circumstances than were the younger ones (7) . Some older women felt their maturity and career success gave them greater patience and confidence in childrearing. Both younger and older couples reported an average division of household chores of 70% for the woman and 25% for the man, but the younger women, despite more often remaining at home, reported more dissatisfaction with the distribution of labour at one year post-partum (7) . Another study of women with young children who returned to demanding careers showed they experienced difficulty with child care, chronic fatigue, and feelings of overwork, but these feelings were shared both by younger and older mothers (8) .
Childless by Choice
Voluntary childlessness first emerged as an increasingly popular alternative for couples in the 1970s, partly related to the improved availability of rewarding careers for women.
With the decline of the motherhood mandate, more women began to choose to be childless. Even today, however, those who wish to remain childless are often seen as maladjusted, immature, unfulfilled, immoral or selfish, and their freedom is sometimes a source of jealous annoyance to others. Childless women are more criticized than are childless men. By 1979 it was reported that five percent to seven percent of all married couples had chosen childlessness and 33 % of these couples had made this decision before marriage (9) . It is clear that this choice may be made for many reasons. The couple may want more freedom to pursue their careers or interests. They may not want the restrictions child rearing imposes or feel the world is overpopulated and not a fit place for children. Either spouse may have had enough of parenting while looking after siblings, may fear pregnancy or parenting, feel economically unable to rear a child or may place such high values on being a parent that he/she expects failure. The few studies that have been done on childless couples show that they are predominantly urban, well educated upper middle class couples from stable family backgrounds, and in long term primary egalitarian marriages. In general, they are high achievers, sometimes in demanding careers, and report their work as exciting and generally satisfying (9) .
Infertility
Much publicity has been given to the fact that ours is the first generation which has the ability to decide if and when to have a baby. It therefore comes as a great shock to be unable to control this event completely. Approximately 18% of couples wishing children have difficulty acheiving a successful pregnancy within a year of regular sexual intercourse without contraception (10) . There is some indication that infertility rates are increasing, perhaps due to the postponement of marriage and childbearing to an older age, the use of the IUD and oral contraceptives, and the greater prevalence of sexaully transmitted diseases (10, 11) . An organic cause can be found in approximately 70% of couples who have been thoroughly investigated in an infertility clinic, and approximately half of these couples will eventually achieve a pregnancy (11) . When the cause for infertility can be established, variable estimates have been made about the percentage attributable to each partner. One estimate attributed 40 % to male causes, 40% to female causes and 20% to both partners (12) . More recent experience would indicate that multifactorial causes that often include both partners have increased over the earlier estimates.
The psychological aspects of infertility are rightfully receiving more attention. As a recent study showed, 50% of women and 15% of men in an infertility population reported infertility to be the most upsetting experience of their lives (13) . Early research focused on the psychological causes of infertility. While there is evidence that ovulation, menstruation, spermatogenesis and sexual functioning are sometimes influenced by stress, there is no clear evidence that emotional factors cause infertility (11, 14) . Currently the investigation and treatment of the psychological reactions to Vol. 34, No.9 infertility are seen as more important (11) (12) (13) (14) than any etiologic role of psychological factors (11, 14) . Menning (12, 15) , the founder of Resolve, a support group for infertile couples, has described infertility as a "complex life crisis." She also described the feelings couples experience in adjusting to infertility. At first, most couples are completely surprised, as they are used to thinking in terms of pregnancy prevention (16) . Many of these couples have planned their marriages, their careers, their finances and expect to plan their pregnancies. This may be the first event of their lives they are not able to control. Some feel that a dreaded fear has come true, while others have an overwhelming sense of losing control and feel that decisions about children have been taken out of their hands. Some couples deny the infertility while others become angry (10, 15, 16) . The anger may be quite rational and focus on pressure from friends and family to have a baby. Sometimes the anger is projected onto a spouse, a doctor, or other pregnant women. Others feel most angry about the pain, embarrassment and inconvenience of the infertility investigations and treatments.
Negative reactions to the investigations and treatment for infertility are extremely common (14, 16, 17) and less motivated couples may drop out of infertility programs. These investigations often require the disclosure to strangers of intimate details of sexual life and the monitoring of performance after intercourse. Hospital and clinic environments are not always sensitive to the embarrassment and humiliation felt by patients whose self esteem has already been shaken by infertility. Even in the most sensitive of environments, a detailed history must be taken, the reproductive organs examined, sperm counts performed, postcoital examinations made, and temperature charts completed. Later investigations may include brief hospital admissions for laparoscopy with general anesthetic, and regular blood testing for hormonallevels. When a cause for infertility is discovered, treatment may be required with hormones or sometimes antibiotics and occasionally tubal reconstructive surgery for the woman or ligation of varicoceles in the man. Artificial insemination by donor sperm is a controversial treatment that is unacceptable to some couples but even among those who accept it, the ethical and legal uncertainty and secrecy it entails may result in conflict (12, 17, 18) and a sense of alienation from family and friends (10) . High technology treatments including in vitro fertilization and embryo transfer are expensive and require very motivated couples (13) . These women require admission to hospital and careful monitoring of each cycle without guarantee of pregnancy.
It is common for infertile couples to feel they are the only people who have this problem and to feel very isolated (15, 19) . The isolation is often compounded by their failure to confide in family or friends about their infertility, and their reluctance to associate with friends who frequently are pregnant or have young children. This cuts the couple off from potential sources of support and comfort during this time of stress.
Frequently, the couple's isolation is intensified by their deteriorating marital relationship resulting from poor communication, one partner blaming the other for infertility, one partner feeling that he/she wants a child more than the other, or reluctance of one partner in proceeding with the investigations (15, 16) . Sexual difficulties are common (14, 15) . There is often tension about having to perform sexually during the fertile time of the cycle, with sex becoming unspontaneous and seen as "homework." The partner with the identified infertility problem may feel incomplete or sexually inadequate. Discovery of male causes for infertility have been found to result in transient impotence, decreased selfesteem and withdrawal in many husbands and anger and guilt in their wives (18) . Further difficulties arise if one or both partners become depressed with loss of interest and pleasure in the marital or sexual relationship.
Some infertile couples feel they are being punished for past sins. This may be an expression of guilt over premarital/extramarital sex, previous use of contraceptives, abortions, sexually transmitted diseases, masturbation or other sexually related experiences (15, 16) . Many infertile couples punish themselves by putting their lives on hold and delaying many important life decisions' 'until we have a child." Grief is also common in infertility (11, 15) . It is frequently accompanied by tearfulness, decreased energy, somatic symptoms and lack of interest which may last for several months. There is often a cyclic buildup of hope premenstrually and tremendous feelings of depression that begin with menstruation and last until the ovulation period again approaches (11) . There is often a glamourization and idealization of the pregnant state, a willingness to accept any risk to conceive, and a fear of abandonment by the fertile spouse (11) .
It is important during this period of grief and adjustment that infertile patients talk with their spouse or another person about their feelings in an attempt to work through and resolve them. The couple or individual may also benefit from individual, marital or group counselling (11, 14, 15, 17) . In addition, infertility support groups have become popular (15) . It is our experience that by talking and sharing with couples experiencing similar difficulties, many couples achieve increased knowledge, a decreased sense of isolation, acquisition of better coping strategies, and eventually resolution of their infertility grief.
In resolution, there is frequently a resurgence of interest in the future, increased energy, humour and well being, and new plans are made that do not depend on the birth of a child. As well there is improvement in self-image and self-esteem, and sexuality becomes disconnected from childbearing (15) . This stage may include the decision to adopt or to adjust to life without a child. One patient who described her infertility as "like a death without a life" later described the resolution of her infertility grief as "the rebirth of a creative person. "
Miscarriage and Stillbirth
Miscarriage and stillbirth are other aspects of infertility. Miscarriage is the loss of a nonviable fetus under 20 weeks gestation. Approximately 14% to 18% of all pregnancies end in miscarriage, most of which occur in the first trimester (12, 20) . Miscarriage is a death that is unacknowledged by reports of acute overdose with fluoxetine. either alone or in combination with other drugs and/or alcohol. One death involved a combined overdose with approximately 1800 mg of fluoxetine and an undetermined amount of maprotiline. Plasma concentrations offluoxetine and maprotiline were 4.57 mg/L and 4.18 mg/L. respectively. A second death involved 3 drugs yielding plasma concentrations as follows: Ilucxetine. 1.93 mg/L; norfluoxetine. 1.10 mg/L: codeine.
1.80 mg/L; temazepam 3.80 mg/L. One other patient who reponedly took upto 3000 mg offluoxetine experiencedtwo grand mal seizures that remitted spontaneously without specific treatment. Since vomiting occurred. the amount of drug absorbed may have been less than that ingested. In the posrmarketing phase. there have been 16confinned reports of overdose of PROZAC Ifluoxetine) taken alone. The amount of drug ingested has varied from 80 mg 10 2000 mg and the patients have ranged in age from 1310 51 years. There have been no deaths in this group of patients. some of whom were treated vigorously with activated charcoal in lhe acute phase. Furthermore. patient recoveries were remarkable in the absence of serious adverse events with the exception ofa 13 year old male who ingested 1880 mg and experienced two brief seizures but thereafter had an uneventful recovery. Symptoms: Nausea and vomiting were prominent in overdoses involving higher ffuoxeune doses. Other prominent symptoms of overdose included agitation. restlessness. hypomania. and other signs of CNS excitation. including seizures. Treatment: Establish and maintain an airway; insure adequate oxygenation and ventilalion. Activated charcoal. which may be used with sorbitol. may be as or more effective than emesis or lavage. and should be considered in treating overdose. Cardiac and vital signs monitoring is recommended. along with general symptomatic and supportive measures.
Based on experience in animals. which may not be relevant to humans. Iluoxetine-induced seizures which fail 10 remit spontaneously may respond to diazepam. There are no specific antidotes for PROZAC. Due 10 the large volume of distribution of PROZAC. forced diuresis. dialysis. hemoperfusion. and exchange transfusion are unlikely 10 be of benefit. In managing overdosage. consider the possibility of multiple drug involvement. The physician should consider contacting a poison control centre on the treatment of any overdosage.
DOSAGE AND ADMINISTRATION
Since it may take up to fouror five weeks to reach steady-stale plasma levels ofPROZAC (Iluoxetine). sufficient time should beallowed to elapse before dosage is gradually increased. Higher dosages are usually associated with an increased incidence of adverse reactions, Vol. 34, No.9 social ritual. Frequently, the woman's family do not know she is pregnant and are unaware of her loss. While the miscarriage of an unwanted pregnancy tends to bring relief, the miscarriage of a consciously desired pregnancy may be a major loss whose emotional sequelae are often missed by family, friends and health care professionals (20) . Unfortunately, many women who miscarry are admitted to obstetrical wards where they are in close proximity to newly delivered mothers and healthy newborns (12) , further increasing their distress.
The grief a woman experiences is not always proportional to the duration of the pregnancy but appears to be more directly related to the strength of her relationship to the fetus (20) . The strength and quality of the woman's attachment to her fetus varies, but some women develop a strong fantasy image and relationship to their baby early in pregnancy. If the pregnancy is lost there is a need to mourn. The mourning period usually lasts six to 12 months and is accompanied by sleeplessness, tearfulness, loss of appetite, guilt, anger, preoccupation with the loss, and difficulty maintaining interest in other things. The grief reaction may be delayed, unresolved or pathologic, particularly when there are no family or social supports. Many women who have miscarried report being advised by their physicians and families to immediately get pregnant again to allay their grief. This advice is usually both medically unsound and invalidates the couples' right to grieve for this particular loss (12) . Moreover, the subsequent "replacement" pregnancy often interferes with the resolution of grief, and it is our clinical experience that some of these women seem to be at increased risk for later gestational depression, attachment difficulties and/or puerperal emotional disorders. Although most couples are advised that a new pregnancy is usually unwise before the grief is resolved, this is not always practical for the older woman whose biological time clock is running out, or for the woman with endometriosis. Further problems arise in patients with infertility problems who conceive, as they are at increased risk for pregnancy loss, and these couples suffer not only the loss of this pregnancy, but the uncertainty of whether they can conceive again (12) . In addition, women who have repeated miscarriages or stillbirths experience grief over the lost pregnancy and fear of further loss if they become pregnant again.
Intrauterine death of the fetus can occur at any stage of pregnancy. The body's usual response is to spontaneously begin labour within a few hours or days following fetal death. However sometimes labour is delayed by several days or weeks, despite attempts to medically induce it. These women are usually distressed both by the loss of the pregnancy and by having to carry a dead fetus until labour begins. Some, however, feel an error has been made and still hope for a live baby despite strong evidence against it. Grief is often delayed until the fetus is finally delivered, and the woman is faced with proof of the death (21) .
Stillbirth is the loss of a potentially viable fetus over 20 weeks' gestation of over 500 gm. In addition to the problems described for the woman who miscarries, a stillbrith occurs after the pregnancy is publically announced and a healthy infant is anticipated. The stillbirth may be preceded by sudden lack of fetal movement or a lifethreatening hemorrhage in the mother. Other stillbirths are totally unexpected, such as when a viable baby dies during labour or delivery. The shock and grief are often profound.
Perinatal bereavement support teams consisting of a clinical nurse specialist, public health nurse, social worker, chaplain and psychiatrist have been formed in many hospitals to assist the woman and her partner who have a stillbirth. Appropriate members of this team provide support to the couple during the women's hospitalization and discharge follow-up when required (22) . It has been found helpful for women with stillbirths to be given the choice of seeing, touching and holding their baby or to be given a picture of their baby (21) . In addition, baby mornentos, naming the baby, and a funeral if they desire it are often helpful in making the lost baby real and in facilitating gradual acceptance (21) . It is best if the woman can be admitted to a room separate from new mothers and newborns and the earliest possible discharge home is usually desirable, so grief work and recovery can take place in familiar surroundings.
Questions frequently arise about the cause of the loss and it is important that physicians discuss these with the couple. As with infertility, there are narcissistic injuries to self-esteem and frequent feelings of guilt, anger and blame following miscarriage or stillbirth (23) . Again, the relationship between the spouses is often strained, with the woman frequently feeling that her husband is not as upset as she is by the loss. It is clearly important that the couple be encouraged to talk with each other, sometimes with outside help in the form of individual or group therapy, about these feelings to facilitate resolution of the misunderstanding and grief (20) .
Infertility by choice, as in contraceptive use or abortion, or by nature, as in infertility, miscarriage or stillbirth, may result in a number of conflicts. Neither psychiatry or obstetrics has dealt very effectively with these issues as psychiatry, until recently, has confined itself to abnormal reactions to these problems, while obstetrics has mainly focused on the medical-surgical management (20, 21) . It is our hope that the experience we have gained in working with these women and their partners will be of some assistance to psychiatrists who need to be knowledgeable, empathic, skillful and supportive in their treatment of these couples during these critical life events.
Resume
Tout recemment apeine les femmes sexuellement actives ont-elles eu la possibilite de choisir consciemment de retarder ou de refuser la grossesse. Cette situation ne resulte pas seulement de l 'avenement de methodes de contraception efficaces, mais aussi des changements d'attitude au sein 
